defined and the apex beat is not palpable. No heart sounds are heard to the left of the sternum. To the right they are best heard about 1 in. from the mid-sternal line in the second and third interspaces.
defined and the apex beat is not palpable. No heart sounds are heard to the left of the sternum. To the right they are best heard about 1 in. from the mid-sternal line in the second and third interspaces.
In the abdomen a rounded mass can be felt in the mid-abdominal plane just to the left of the mnid-line. It is about 2 in. long and 1' in. across. It is freely movable on palpation but not on respiration. The percussion note over it is dull. The liver appears to lie obliquely, extending across the right side of the abdomen and almost down to the umbilicus.
Another less easily definable mass, rather soft and more deeply placed, can be felt in the right hypochondriac region and extending down to the right iliac fossa.
The X-ray findings are as follows: Heart displaced to the right, gas-filled viscera extending high up in the left hemithorax.
Subsequent to ant Opaqiue Meal: -Meal passes normally through the cesophagus. The stomach lies apparently in the pelvis and is dilated and large. It is rotated, the pylorus being on the left side. From the outset, food passes into the small intestine situated in the thorax. Stomach empties at the normal rate. In six hours the meal is all in the colon; it is difficult to say which portion of colon, except that a single loop continuous with rectum is filled, so it is presumed to be splenic flexure, descending and pelvic colon.
Following an opaque enema the colon is seen to be completely filled, and the appearance suggests that the cecum and transverse colon are in the thorax.
Mr. PHILIP TURNER (President) said this was a very interesting and remiiarkable case, and on looking at the child and reading the account one wondered what the diagnosis wvould have been without the assistance of the X-rays. He mentioned that, because this was like a case he saw about twenty years ago, an infant of about the same age, under the care of Dr.
Cautley at the Belgrave Hospital. The syilmptom-ls seemed to have been very similar in the two cases. At the date of which he spoke, bismuth and X-ray examinations were scarcely ever made, certainly not in the case of infants. In that case the conclusion was that the child possibly had an empyema. It was given ani an&sthetic and an exploration was miiade with the needle in various directions, in search for pus, but none was found; the case was a most mysterious one. At the post-mortem examination it was a surprise to find that in the thorax, on the left side, there was stomach and liver, as well as intestine.
With regard to surgical treatment, he did not know of any of these cases in children in which operation had been done; in adults there had been a few operations after rupture of the diaphragm. In such cases he thought it was necessary to approach the diaphragm from above, doing a transpleural operation. In the case of a child he doubted whether any operative procedure was possible. If any Member had heard of such a case in a child havinlg been operated upon, he (the President) hoped that he would mention it.
Case of Failure of Ossification and other Abnormalities of Bones.
FEMALE, aged 56 years.
Since birth slight abnormalities of the face and skull have been noted. Her face is flat and the bridge of the nose sunken. The cheeks are prominent and the eyes slightly slanting like those of a mongol. The head is set down between the shoulders.
There are two other members of the family (boys) who are quite normal in every way. The mother and father appear quite normal. The Wassermann reaction is negative in both mother and child. At 22 months of age the child was noticed to have bony deformities resembling rickets and was brought under observation. X-ray examination showed slight rickets, but the outstanding changes were the fact that the heads of the femora appeared entirely absent. The carpal bones were late in appearing. The child was unable to close her hands completely. There was wellmarked genu valgum. She was undersized for her age.
From this time till the present-a period of 3' years-the child has been under observation and treatment. She has remained undersized although mentally she is quite normal. The same abnormalities exist. The X-ray appearance has altered very little indeed, although a slight attempt at ossification can be seen in the necks of the femora, but the heads are still entirely absent.
Note.-The centre of ossificationl of the femora is entirely absent.
Throughout this period she has had cod-liver oil. She has been exposed to much sunshine and has undergone massage; thyroid, parathyroid, pituitary and mixed gland preparations, calcium lactate, and other calcium salts, have been given. There is no reason to believe that any of these things have benefited the child in the least. Her urinary examination proved negative, and an examination of her otlher systems shows them to be nornmal.
I think there has been only one other case of the kind shown, and that was exhibited by Dr. Thursfield, at the Section of Orthopeedics.1 He will now perhaps show a skiagram of that also.
Discussion.-Dr. HUGH THURSFIELD said that Dr. Paterson's patient was in personal appearance the image of his own patient. (Epidiascope demonstration.) The bony changes all over the body were, in his experience, unique. Practically every bone in the boy's body showed the same kind of defective ossification, and these two cases appeared to form a completely new class of congenital or very early bone disease. He did not think it was necessary to invoke endocrine defect in explanation of all these abnormalities. Dr. Poynton, in the discussion on another case, referred to another abnormality, arachnodactylia, which was 1 Proceedings, 1925, xviii (Sect. Orth.), p. 42. also a mysterious condition. A third condition had been shown at this Section once only. Obviously there were many bony defects, originating in early life, which the medical profession had not yet begun to understand. WVhen there was recognized endocrine defect bony deformities were occasionally present, but in most cases the bones were fairly normal.
He suggested classifying these cases simply as bony defects, and leaving any hypothesis as to their causation for future consideration. To his mind this case of Dr. Paterson's and his own case were more nearly allied to chondro-dystrophia than to any other disorder. Dr. F. PARKES WEBER said he did not think there was any reason or basis for regarding such cases as due to endocrine defect. The cranio-facial developmental abnormality in the case was probably a minor degree of what David Greig termed "hypertelorism," a kind of " cranio-facial dysostosis." Case of Swelling of the Knees probably due to the Toxins of Tuberculosis.
By DONALD PATERSON, M.B. G. F., MALE, aged 4 years. A year ago the child fell on his knees. There was some swelling which rapidly disappeared. Since then this has reappeared from time to time. The swelling has been greater in the morning and less in the evening. It is not painful. Rest appears to help it, but does not cause a complete disappearance. Exercise is difficult because of the size of the knees, but not painful.
The child's father died about a year ago, at the time that the first swelling appeared. He suffered from pulmonary tuberculosis. The child was in contact with him. An X-ray of the patient's chest shows a calcified area just to the left of the mediastinum the size of a two-shilling piece. The von Pirquet test is strongly positive to the human and moderately positive to the bovine. The blood-count is normal. The Wassermann reaction is negative.
I suggest that the swellings were primarily traumatic in origin, but have been maintained by the presence of healing tuberculosis in the child, as I can find no other focus of infection.
Case of Enlarged Thymus, with Stridor and Tetany. By LEOPOLD M1IANDEL, M.D.
PATIENT, a boy, R. M., when aged 10 weeks, weighed 12 lb. 12 oz., and was brought to my out-patient department on September 15, 1925, with a history of noisy breathing since birth, accompanied by slight fits or convulsions, during which he " turned blue."
Family History: Good on both sides. Parents (first cousins) have been married ten years. Patient is the third child; other children normal.
Patient was a full-time child; labour was normal; the child is breast-fed. Mother noticed that breathing was harsh from birth, but became distinctly " croakr " when the infant was 14 days old; shortly after this the first fit occurred, a second fit occurred in the third week and three further fits during the fourth, seventh, and tenth weeks. I saw this last "fit" myself. It was tetany; the spasm was bilateral and symmetrical, and both upper and lower extremities were implicated, the hands more than the feet. The spasm lasted only about half an hour. After the spasm and for some fourteen days further Trousseau's sign was positive, but I was never certain of Chvostek's sign. The temperature rose to 99.8°F.; there was no vomiting, diarrhoea, or laryngospasm; the face was rather livid and the lips were blue. The breathing was regular, but very noisy; there was a distinct stridor, harsh, but not whistling in type.
The infant was examined under an anoesthetic a week later by Mr. H. Kisch, who reported " epiglottis normal, but adenoids present."
